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A.  Purpose 

The  purpose  of  this  Technical  Assistance  Document  is  to  provide 
some  suggestions  that  PSROs  might  find  useful  in  implementing  peer 
review  by  health  care  practitioners  other  than  physicians  in 
PSRO  short-stay  hospital  review.    While  offering  suggestions,  the 
document  reflects  those  policies  specified  in  the  accompanying 
Transmittal  No .  44 


B.  Background 

The  extent  to  which  State  laws  and  hospital  staff  bylaws  recognize 
the  professional  autonomy  of  the  various  other  than  physician  health 
care  disciplines  varies  from  State  to  State  and  even  between  hospitals 
in  a  given  State.    The  manner  in  which  practitioners  of  these 
disciplines  receive  payment  for  their  services  may  also  vary  under 
Medicare,  Medicaid,  and  various  private  insurance  plans.  Nonetheless, 
a  distinction  may  be  drawn  between  disciplines  whose  members  have 
either  full  or  qualified  privileges  to  make  hospital  admissions 
and  disciplines  whose  members  work  under  the  supervision  or  direction 
of  physicians.     In  many  cases,  the  members  of  the  former  group  are 
eligible  to  receive  payment  for  their  services  directly  from  the 
payment  programs  while  the  members  of  the  latter  group  are  usually 
reimbursed  through  the  hospital,   (although,  this  is  not  always  the 
case) . 

These  distinctions  reflect  in  general  the  overall  involvement  in  and 
degree  of  responsibility  for  the  total  patient  care  process  which  are 
accorded  to  practitioners  of  the  various  other  than  physician 
disciplines.    Accordingly,  these  general  distinctions  have  been  used 
as  the  basis  for  establishing  two  suggested  mechanisms  for  the 
participation  of  these  health  care  practitioners  in  the  review  process. 
It  is  suggested  that  the  PSRO  involve,  where  appropriate,  those  health 
care  practitioners  other  than  physicians  who  admit  and  discharge  patients 
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in  all  of  the  components  of  the  concurrent  review  process,  while  those 
practitioners  who  are  not  accorded  such  responsibility  could  be 
involved  primarily  in  the  retrospective  review  of  quality  of  care 
rendered  by  their  peers.    On  that  basis,  the  suggestions  for 
involvement  in  the  PSRO  hospital  review  system  are  separated  for 
the  two  groups  in  this  document.    Enclosure  I  provides  background 
information  about  those  practitioners  who  may  have  admitting  privileges. 
Dentists,  oral  surgeons,  podiatrists  and  clinical  psychologists  are 
specifically  identified  in  Enclosure  I.    Background  information 
about  those  health  care  practitioners  other  than  physicians  who  are 
required  to  work  under  the  supervision  or  direction  of  physicians 
is  provided  in  Enclosure  II.    Disciplines  to  be  recognized 
as  representatives  of  those  included  in  Enclosure  II  are  nurses, 
medical  social  workers,  dietitians,  physical  therapists,  clinical 
laboratory  professionals,  occupational  therapists,  radiological 
technologists,  respiratory  therapists,  pharmacists,  speech  and 
hearing  specialists. 

C.    Organizational  Structure  for  Involvement  of  Health  Care  Practitioners 
Other  Than  Physicians  in  the  PSRO  Program 

Review  by  health  care  practitioners  other  than  physicians  could  be 
organized  in  a  variety  of  ways.    The  Advisory  Group  described  in 
P.L.  92-603  represents  the  required  statutory  mechanism  for  input  of 
health  care  practitioners  other  than  physicians  into  the  PSRO 
program.    Proposed  rules  for  "Advisory  Groups  to  Statewide 
Professional  Standards  Review  Councils"  and  Regulations  for  "Advisory 
Groups  to  Professional  Standards  Review  Organizations"  were 
published  in  the  July  12,  1976  Federal  Register. 

In  addition,  some  PSROs  have  included  health  care  practitioners 
other  than  physicians  on  their  governing  boards.    Others  have 
established  liaison  or  advisory  committees  composed  of  health 
care  practitioners  other  than  physicians  to  their  individual 
PSROs  even  where  there  will  be  a  State  Professional  Standards 
Review  Council  with  its  own  Advisory  Group.    Whether  statutory 
or  optional,  the  advisory  body  can  assist  the  PSRO  in  assuring 
that  health  care  practitioners  other  than  physicians  have  an 
active  part  in  the  review  process. 

To  assist  in  the  development  of  organizational  mechanisms  for 
participation  of  health  care  practitioners  other  than  physicians 
in  the  PSRO  program,  two  exhibits  are  enclosed.    Enclosure  III 
describes  one  possible  structure  for  other  than  physician 
activity  in  a  State  with  three  or  more  PSROs.    Enclosure  IV 
addresses  the  same  subject  in  States  with  less  than  three  PSROs. 
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D .     Suggestions  for  Review  by  Health  Care  Practitioners  Other  Than 

Physicians  Who  Have  Hospital  Admitting  Privileges,  Either  Independent 
of  Physicians  or  Who  Must  Work  Through  a  Doctor  of  Medicine  or 
Osteopathy  for  Hospital  Placement 

PSROs  should  involve  these  practitioners  in  hospital  review 
activities  using  mechanisms  which  are  similar  to  those  established 
for  physicians. 

1.    Concurrent  Review  (Admission  Certification  and  Continued  Stay 
Review) 

Where  a  health  care  practitioner  other  than  a  physician, 
e.g.,  dentist  or  oral  surgeon,  has  responsibility  for 
hospital  admission,  continued  stay  and  discharge,  or  where 
this  responsibility  is  shared  between  the  physician  and 
other  health  care  practitioner,  e.g.,  podiatrist  or  clinical 
psychologist,  the  PSRO  may  wish  to  use  one  or  both  of  the 
approaches  presented  below. 

Using  appropriate  screening  criteria,  a  review  coordinator 
refers  questionable  cases: 

a.  to  a  designated  peer  reviewer  for  further  review  and 
decisions  regarding  those  aspects  of  care  which  fall 
within  the  scope  of  his  discipline  and  authority. 

or 

b.  to  a  physician  advisor  who  shall  confer  with  an 
appropriate  representative  of  the  nonphysician 
specialty  or  discipline  before  arriving  at  an 
adverse  decision  regarding  the  necessity  for  the 
performance  of  procedures  within  the  latter' s  area 
of  practice  as  well  as  the  appropriateness  of  per- 
forming such  procedures  in  the  hospital  setting. 
All  adverse  determinations  should  be  reviewed  with 
the  admitting  practitioner  before  final  determination 
is  made. 

The  PSRO  may  use  whichever  of  the  two  approaches  best  suits  its 
particular  situation.     It  should  be  emphasized  that,  at  the  present 
time,  both  approaches  require  the  involvement  of  a  physician  in  making 
the  final  adverse  determination.    This  is  because  regulations  are 
required  before  it  can  be  mandated  that  health  care  practitioners  other 
than  physicians  make  final  determinations.     In  addition,  in  neither 
of  the  two  approaches  do  decisions  by  health  care  practitioners  other 
than  physicians  concerning  their  own  areas  of  practice  constitute 
decisions  related  to  the  patient's  total  medical  needs. 
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Criteria,  standards  and  norms  utilized  in  concurrent  review  of  patients 
admitted  by  these  practitioners  should  be  developed  or  adopted  by 
peers  in  the  PSRO  area  and  approved  by  the  PSRO.    Where  the  admission 
responsibility  is  shared  between  the  physician  and  another  health  care 
practitioner,  the  criteria  to  be  applied  in  concurrent  review  should 
relate  to  the  patient  problems  that  are  to  be  addressed  by  both  the 
physician  and  the  other  practitioner.    For  example,  a  patient  who 
has  chronic  congestive  heart  failure  and  requires  hospitalization  for 
podiatric  surgery  for  hypertrophic  nail  plate  with  subungual  exostosis, 
should  be  assessed  with  use  of  both  medical  and  podiatric  criteria. 

Peer  reviewers  may  be  designated  by  the  medical  staff  of  the  hospital 
if  a  hospital  has  been  delegated  review,  and  if  a  sufficient  number  of 
peer  reviewers  are  available  on  the  hospital  staff.     If  the  hospital 
does  not  have  a  large  enough  cadre  of  such  specialties  or  disciplines 
or  has  not  been  delegated  review,  it  must  be  the  responsibility  of  the 
PSRO  to  recruit  and  make  available  a  representative  pool  of  eligible 
reviewers.     State  or  local  professional  organizations  may  be  able  to 
assist  the  PSRO  in  this  matter. 

Reconsiderations  and  appeals  of  adverse  determinations  regarding  their 
areas  of  practice  should  be  made  with  the  participation  of  peer 
practitioners.     The  procedures  to  be  followed  are  described  in 
draft  Chapter  XIX  of  the  PSRO  Program  Manual. 

2.    Medical  Care  Evaluation  (MCE)  Studies 

a.  Participation  of  these  practitioners  in  Medical 
Care  Evaluation  (MCE)  studies  and  in  profile 
analysis  should  follow  the  same  procedure  as 
the  PSRO  has  developed  for  physicians. 

b.  Development  of  MCE  studies  should  include  representatives 
from  each  health  care  practitioner  discipline  whose 

care  relates  to  the  topic  or  problem  being  studied. 
For  example,  an  MCE  study  on  hallux  valgus  should 
include  both  orthopedists  and  podiatrists,  or  an 
MCE  study  could  focus  on  a  problem  in  care  provided 
by  a  team  of  physicians  and  other  health  care 
practitioners  and  be  conducted  by  peer  physicians 
and  other  health  care  practitioners. 
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3 .    Review  Restrictions 

These  practitioners  performing  review  are  subject  to  the  same 
review  restrictions  as  physicians: 

a.  Review  of  care  provided  in  a  hospital  cannot  be  conducted 
by  a  practitioner  who  holds  a  financial  interest  in  that 
hospital  (as  defined  in  the  PSRO  guidelines  for  physicians). 

b.  No  practitioner  shall  review  cases  in  which  (s)he  was  pro- 
fessionally involved. 

c.  The  PSRO  shall  use  only  practitioners  who  meet  all  applicable 
State  or  Federal  requirements  for  practice  of  their 
profession  to  make  findings  with  respect  to  the  pro- 
fessional conduct  of  or  any  act  performed  by  a  peer 
practitioner  which  related  to  the  exercise  of  his/her 
discipline. 

E.     Involvement  of  Practitioners  Who  Require  Physician  Referral, 

Consultation  Request  or  Medical  Justification  for  Inpatient  Services 

The  PSRO  guidelines  require  that  physicians  be  involved  in  the  review 
of  decisions  on  the  medical  appropriateness  of  care  ordered  by  a 
physician  but  delivered  by  other  health  care  practitioners.     If  each 
health  profession  is  to  be  held  accountable  for  the  quality  of  its 
own  practice,  peer  health  care  practitioners  must  be  involved  in  the 
review  of  the  quality  of  the  services  delivered  by  practitioners  of 
their  disciplines.    Therefore,  where  care  provided  by  health  care 
practitioners  other  than  physicians  is  being  reviewed,  PSROs  should 
provide  the  opportunity  for  the  involved  health  care  practitioners 
to  develop  criteria  and  standards  for  their  practice,  provide  the 
professionally  determined  norms,  develop  review  mechanisms,  and 
perform  review  determinations. 

Based  on  the  above,  the  following  suggestions  are  made: 

1.    Concurrent  Review  (Admission  Certification  and  Continued  Stay) 

Although,  at  the  present  time,  the  concurrent  review 
processes  and  decisions  relate  to  the  medical  necessity  for 
hospital  admission  and  continued  stay,  health  care  practitioners 
other  than  physicians  frequently  perform  services  to 
patients  that  can  only  be  provided  in  the  hospital  environment 
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or  that  enter  significantly  into  the  decisions  that 
hospitalization  is  necessary  for  appropriate  management  of 
the  patient's  medical  condition.    Cited  below  are  possible 
instances  where  those  practitioners  might  provide  infor- 
mation that  could  influence  decisionmaking  during  the 
concurrent  review  process. 

a.    Where  services  of  health  care  practitioners  other  than 
physicians  contribute  to  justification  of  admission 
to  a  hospital  (and  later  admission  to  long-term  care 
facilities),  the  PSRO  should  establish  mechanisms  for 
appropriate  practitioners  to  participate,  along  with 
physicians,  in  the  development  of  admission  criteria. 
Examples  of  such  involvement  are: 


(1)  Hospital  admission  for  a  pharyngeal  flap 
procedure  may  include,  as  an  admission 
criterion,  the  presence  of  a  speech/voice 
problem  indicating  velopharyngeal  in- 
competence.   This  criterion  is  usually 
contributed  by  a  speech  pathologist. 

(2)  Hospital  admission  for  stapedectomy  may 
include  the  presence  of  a  conductive  hearing 
loss,  a  criterion  which  may  be  supplied  by 
an  audiologist. 

b.    Health  care  practitioners  other  than  physicians  should 
be  involved,  when  appropriate,  in  continued  stay  review 
and  discharge  planning.     In  many  instances,  levels  of 
readiness  for  the  next  level-of-care  depend  upon  achieve- 
ment of  certain  therapeutic  goals  or  services  provided  by 
health  care  practitioners  other  than  physicians.  The 
appropriate  health  care  practitioners  should,  therefore, 
be  involved  in  development  of  criteria  for  discharge 
and  be  available  for  consultation  with  the  physician 
advisor  and  review  coordinator  where  there  are  problems 
relating  to  their  area  of  practice  during  the  continued 
stay  review  and  discharge  planning  activities. 
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c.     Implementation  of  a  program  for  peer  development  of 
criteria  for  referral  or  admission  to  a  service, 
continuation  of  service,  and  termination  of  service  might 
be  attempted  on  a  sample  basis.     This  would  be  particularly 
pertinent  to  physical  therapy,  occupational  therapy  and 
speech  therapy  services,  and  to  nursing  service  in  relation 
to  progressive  patient  care.     Early  referral  to  these 
services  may  affect  length-of-stay.    Criteria  for  duration  of 
service  and  discharge  from  service  may  also  have  important 
implications  for  both  cost  and  quality  of  care. 

2.    Medical  Care  Evaluation  (MCE)  Studies 

The  most  widespread  involvement  of  this  group  of  health  care 
practitioners  other  than  physicians  will  be  in  the  Medical  Care 
Evaluation  (MCE)  studies  component  of  the  review  system.  When 
committees  charged  with  conducting  MCE  studies  select  topics  that 
encompass  care  provided  by  several  disciplines,  opportunity  should  be 
provided  for  the  appropriate  other  than  physician  health  care 
practitioners  to  participate  in  all  phases  of  these  studies. 
This  should  prevail  whether  the  MCE  study  is  being  carried 
out  by  the  PSRO  or  by  the  individual  hospital  which  has  been 
delegated  responsibility  for  this  aspect  of  review.  Selection 
of  health  care  practitioners  other  than  physicians  to  serve 
on  the  MCE  study  committee  at  the  PSRO  level  could  be  based 
upon  recommendations  from  State  or  local  organizations  of  the 
discipline  whose  care/services  will  be  part  of  the  study, 
and/or  from  hospitals  which  provide  the  services.  Since 
outcome  of  hospitalization  is  generally  dependent  on  care 
rendered  by  more  than  one  discipline,  committees  directing 
MCE  studies  are  encouraged  to  select  some  studies,  when 
feasible  and  appropriate,  that  encompass  review  of  care 
provided  by  a  variety  of  disciplines. 

a.    Variations  in  Approach  to  MCE  Studies 

There  are  several  possible  approaches  for  participation 
of  health  care  practitioners  other  than  physicians  in 
MCE  studies. 

1)    One  topic  -  Individual  Audits 

The  MCE  study  committee  could  select  a  topic  and 
ask  each  department  involved  in  the  care  of  such 
patients,  physicians  and  other  health  care 
practitioners,  to  do  its  own  audit  and  submit 
a  report  of  its  findings,  corrective  action  taken 
and  evaluation  of  such  actions  to  the  MCE  Study 
Committee . 
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2)    One  topic  -  Multidisciplinary  Audit 

A  multidisciplinary  audit  committee  could  be 
established  representing  all  the  disciplines 
involved  in  the  MCE  study.    The  committee  could 
select  a  set  of  criteria  which  is  then  ratified 
by  the  department  (s)  representing  the  respective 
discipline (s)  involved  in  the  study.    Data  abstraction 
could  be  reported  on  a  single  form  accompanied  by  a 
separate  variation  form  for  each  of  the  health 
disciplines.    Over  time,  it  is  expected  that  the 
major  approach  to  the  conduct  of  MCE  studies  will 
be  multidisciplinary  as  all  disciplines  become 
familiar  with  the  MCE  study  process. 

Whether  the  first  or  second  approach  is  used,  that  is  whether 
physicians  and  other  health  care  practitioners  develop  several 
discipline-specific  sets  of  criteria  or  a  single  set  of  criteria, 
will  depend  on  the  experiences  and  preferences  of  the  audit 
committee  and  of  the  individual  disciplines.     Some  groups  feel 
that  interdisciplinary  audits,  using  one  set  of  criteria  agreed 
to  by  all  involved  disciplines,  are  feasible  only  when  each 
discipline  becomes  sophisticated  and  comfortable  itself  in  the 
patient  care  assessment  process.    Others  feel  that  a  single  set 
of  criteria  developed  by  an  interdisciplinary  committee  provides 
for  more  efficient  abstraction  of  data  by  medical  records 
personnel  and  for  more  meaningful  learning  experiences  regarding 
the  contributions  of  participating  disciplines.     In  any  case, 
when  a  type  of  service  is  provided  by  more  than  one  discipline, 
the  evaluation  of  that  service  would  more  appropriately  be 
multidisciplinary,  with  each  provider  discipline  participating  in 
the  development  of  the  criteria  set. 

Whichever  method  is  selected  for  performing  MCE  studies  of  care 
or  services  delivered  by  health  care  practitioners  other  than 
physicians,  it  is  suggested  that,  to  the  maximum  extent  practicable, 
MCE  studies  be  coordinated  through  the  hospital's  Medical  Record 
Department.    This  would  enable  medical  records  personnel,  even  when 
there  are  several  sets  of  criteria,  to  retrieve  records  and  abstract, 
compile,  and  display  the  data  in  one  operation. 
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3)    Multiple  Topics  -  Multiple  Independent  Audits 

MCE  studies  can  be  conducted  separately  by  individual 
disciplines.     In  this  approach,  each  discipline  would 
identify  its  own  study  topic,  depending  on  where  the 
problems  lie  within  its  own  area  of  practice,  and  do 
its  own  audit  apart  from  other  health  disciplines. 
This  latter  method  is  not  a  PSRO  requirement  but  is 
used  currently  by  some  hospital  departments  as  a 
measure  of  assessing  and  improving  the  quality  of 
care/services  provided  within  their  respective  de- 
partments.   This  approach  could  also  be  used  on  an 
areawide  basis  by  disciplines  who  may  normally 
have  a  limited  number  of  practitioners  in  individual 
institutions,  in  cooperation  with  their  professional 
associations.    This  method  is  the  most  costly  and 
inefficient  of  all  approaches  to  MCE  studies,  since 
it  increases  the  number  of  audit  personnel  and  the 
demands  for  retrieval  and  abstraction  of  medical  records 

Enclosure  V  includes  selected  resources  for  assistance  in  the 
methodology  for  conducting  audits  (MCE  Studies)  and  information 
on  single  disciplinary  and  multidisciplinary  criteria. 

b.    Process  for  Participation  by  Health  Care  Practitioners 
Other  Than  Physicians  in  MCE  Studies 

The  draft  transmittal  entitled  "BQA  Policy  on  Medical 
Care  Evaluation  (MCE)  Studies"  specifies  ten  characteristics 
of  an  MCE  study.    Applying  these  characteristics,  one 
approach  to  participation  by  health  care  practitioners 
other  than  physicians  in  the  MCE  study  process  along 
with  physicians  could  be  as  follows: 

1)  The  hospital  or  PSRO  establishes  a  mechanism 
whereby  both  physicians  and  other  health 

care  practitioners  identify  known  or  suspected 
problem  areas  impacting  upon  the  quality  of 
health  care  which  can  then  be  submitted  to  the 
MCE  study  committee. 

2)  When  a  selected  topic  addresses  the  quality  of 

care  provided  by  health  care  practitioners  other  than 
physicians,  representatives  of  the  discipline (s) 
are  assigned  to  the  MCE  study  committee  for  that 
particular  study.     The  representative  (s)  par- 
ticipates in  defining  the  study  objectives,  in 
delineating  the  study  population,  in  determining 
the  size  of  the  study  sample,  the  time  period,  and 
any  other  study  characteristics. 
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For  each  participating  discipline,  the  representative (s) : 

3)      Select  (s)  the  criteria  to  be  used  for  assessing 
the  quality  of  care  for  his/her  discipline. 
Where  criteria  have  to  be  developed  or  adopted, 
the  representative (s)  could  assemble  a  subcommittee 
of  peers  to  accomplish  the  task. 

Develop (s)  instructions  to  the  data  abstractor  to 
clarify  what  he  (she)  should  look  for  with 
respect  to  the  criteria. 

Analyze (s)  the  reasons  for  any  discrepancies  between 
the  written  criteria  and  the  data  collected  to 
determine  whether  deviations  are  justifiable  or 
represent  problems  that  require  corrective  action. 

6)  Develop (s)  written  recommendations  for  corrective 
actions  appropriate  to  the  deficiencies  identified 
in  the  study. 

7)  Document (s)  when,  where  and  by  whom  the  recommended 
actions  were  implemented. 

8)  Develop (s)  a  plan  for  follow-up  evaluation,  to 
determine  whether  any  changes  have  occurred. 

9)  Participate (s)  in  follow-up  evaluation  by 
selecting  key  indicators  that  will  reflect 
the  efficacy  of  the  actions  recommended. 

10)      Prepare (s)  any  necessary  reports  that  would  be 
submitted  through  appropriate  hospital  channels 
to  the  governing  board. 

It  should  be  emphasized  that  each  discipline  can  only  be  respon- 
sible for  the  care  provided  by  its  own  discipline.    However,  where 
appropriate,  disciplines  may  find  joint  efforts  useful  in 
such  audit  activities  as  criteria  development  and  planning 
for  followup.    Also,  as  indicated  earlier,  coordination 
with  the  Medical  Record  Department  will  serve  to  further 
streamline  the  audit  process. 


4) 
5) 
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c.  Relationship  of  MCE  Studies  to  Continuing  Education 

The  development  of  mechanisms  by  which  the  results  of  review 
of  care/ services  provided  by  health  care  practitioners  other 
than  physicians  are  utilized  in  continuing  education  should 
follow  in  general  the  guidelines  included  in  PSRO  Transmittal 
No.  7.    The  PSRO  should  develop  mechanisms  for  identifying 
established  continuing  education  programs  for  the  various 
health  care  practitioner  disciplines. 

d.  Relationship  of  MCE  Studies  to  Hospital  Administration 

It  is  anticipated  that  some  MCE  studies  addressing  the  review 
of  care/services  provided  by  health  care  practitioners  other 
than  physicians  will  identify  need  for  administrative 
modifications  including  reallocation  of  resources.  The 
PSRO  should  encourage  the  development  of  mechanisms  for 
assuring  that  such  needs  are  referred  to  hospital  admin- 
istration. 


F.     Issues  In  Implementation 

It  is  recognized  that  newly  designated  conditional  PSROs  face 
many  complex  problems  which  generally  take  considerable  time  to 
resolve.    Among  those  may  be  the  identification  of  the  appropriate 
mechanisms  for  involvement  of  health  care  practitioners  other  than 
physicians  in  PSRO  review.    This  document  is  an  attempt  to 
suggest  some  possible  mechanisms;  to  provide  background  information 
as  rationale  for  their  involvement;  and  to  suggest  some  resources 
that  PSROs  may  find  useful. 

Another  potential  problem  in  implementation  of  review  by  health  care 
practitioners  other  than  physicians  may  be  their  limited  understandxng 
of,  or  experience  in  conducting,  patient  care  review.    Many  practitioner 
may  have  had  little  exposure  to  the  development  and  application  of 
explicit  criteria  in  the  assessment  of  patient  care.     In  these 
situations,  training  activities  may  have  to  precede  Implementation 
of  review.    Local,  State  or  regional  professional  groups  could 
participate  as  resources  to  PSROs  in  this  area.     Specific  funding 
allotments  for  participation  by  health  care  practitioners  other  than 
physicians  have  been  minimal  to  date.    However,  it  is  expected  that 
PSROs  can,  within  their  current  budgets,  involve  such  health  care 
practitioners  in  the  concurrent  review  process  when  appropriate, 
and  in  Medical  Care  Evaluation  studies  depending  on  the  topics 
chosen. 
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G.  Conclusion 

In  spite  of  some  of  the  aforementioned  problems,  it  is  a  contract 
requirement  that  conditional  PSROs  provide  evidence  that  health  care 
practitioners  other  than  physicians  are  involved  in  the  review  of  care 
provided  by  their  peers.     In  addition,  thirty  PSROs  have  already  formed 
or  soon  will  form  Advisory  Groups  to  assist  them  in  the  implementation 
of  peer  review  by  health  care  practitioners  other  than  physicians,  and 
nine  States  will  shortly  establish  Statewide  Councils  which  will  be 
required  to  form  Advisory  Groups  shortly  thereafter.    A  draft  transmittal 
pertaining  to  ancillary  services,  particularly  where  problems  have  been 
identified  regarding  their  areas  of  practice.    A  recent  draft  transmittal 
on  reporting  requirements,  and  soon  to  be  released  PSRO  Program  Manual 
chapters  on  the  subjects  of  reconsiderations,  hearings  and  appeals  and 
sanctions,  address  involvement  of  health  care  practitioners  other  than 
physicians . 

Until  the  timing  and  extent  of  peer  review  by  health  care  practitioners 
other  than  physicians  becomes  more  explicit,  two  actions  that  a  PSRO 
may  wish  to  consider  initially  are: 

1.  Utilization  of  PSRO  training  personnel  to  provide 
training  in  patient  care  review  for  health  care 
practitioners  other  than  physicians.    Particular  emphasis 
should  be  placed  upon  methodologies  for  Medical  Care  Evaluation 
studies. 

2.  Acceptance,  where  interest  is  confirmed,  of  voluntary 
participation  of  other  than  physician  health  care 
practitioner  groups  in  appropriate  PSRO  review  activities. 
For  example,  BQA  has  received  reports  from  some  PSROs  that 
health  care  practitioners  other  than  physicians  are  participating 
in  MCE  studies.     In  addition,  some  State  and  local  professional 
organizations  have  developed  criteria  for  their  areas  of  practice 
and  submitted  them  to  PSROs  in  their  areas. 

The  PSRO  could  explore  these  options  and,  where  applied,  collect  data 
regarding  the  time  spent  by  category  and  activity  to  aid  the  Bureau  of 
Quality  Assurance  in  projecting  future  costs  for  review  by  health  care 
practitioners  other  than  physicians.     In  the  meantime,  participation  by 
appropriate  health  care  practitioners  other  than  physicians  is  encouraged 
within  the  PSRO's  fiscal  limits. 
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Background  Information 
Regarding 

Practitioners  Who  May  Have  Hospital  Admitting  Privileges 


Dentists 

The  American  Dental  Association  records  approximately  12,000  dentists 
(other  than  3,122  oral  surgeons)  who  regularly  admit  and  provide  care 
to  patients  in  hospitals.    These  dentists  include  and  represent  the 
various  specialties  and  disciplines  within  the  dental  profession. 

Dentists  may  admit  and  discharge  their  patients  without  prior  approval 
of  surgeons  or  the  medical  staff  in  accordance  with  the  privileges 
granted  the  dentist  upon  application  and  election  to  medical  staff 
membership.    Clinical  privileges  granted  to  dentists  are  based  on 
the  same  criteria  as  are  those  granted  to  physicians:  documented 
training,  experience,  and  demonstrated  competence  and  judgment. 
The  Joint  Commission  on  Accreditation  of  Hospitals  requires  that 
the  history  and  physical  examination  be  performed  by  a  physician, 
although  this  may  be  done  prior  to  the  patient's  admission  to  the 
hospital . 

1.  Medicare  Coverage 
See  item  B.l.  below 

2.  Medicaid  Coverage 
See  item  B.2.  below 

Oral  Surgeons 

According  to  the  American  Society  of  Oral  Surgeons,  as  of  February  1976, 
there  were  3,122  active  oral  surgeons.    Two  thousand  one  hundred 
eighteen  (68  percent)  had  3  or  more  years  of  oral  surgery  training 
and  1,630  (52  percent)  were  Diplomates  of  the  American  Board  of  Oral 
Surgery. 

A  1973  study  by  the  Commission  of  Professional  and  Hospital  Activities 
of  2,200  hospitals  showed  that  4.8  percent  of  the  hospital  admissions 
were  admissions  for  oral  surgery. 

1 .    Medicare  Coverage 

Under  Medicare,  the  dental  services  covered  are  surgery  related^ 
to  the  jaw  or  any  structure  contiguous  to  the  jaw  or  the  reduction 
of  any  fracture  of  the  jaw  or  any  facial  bone. 
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2 .    Medicaid  Coverage 

Coverage  of  services  under  Medicaid,  unlike  Medicare,  may  vary 
from  State  to  State.     Of  the  six  Medicaid  agencies  surveyed  by 
telephone  (Alabama;  California;  Michigan;  New  York;  Oklahoma; 
and  Texas),  all  stated  that  Medicaid  coverage  for  oral  surgery 
was  similar  to  Medicare.    Under  Medicare,  the  payment  mechanism 
was  similar  to  that  for  physicians  -  maximum  allowance/procedure 
or  reasonable  charge  as  determined  by  Title  XVIII. 

Under  present  Utilization  Review  regulations,  where  the  dentist 
or  oral  surgeon  admits  to  hospitals,   (s)he  is  subject  to  the 
same  review  requirements  as  physicians. 

Oral  surgeons  perform  procedures  that  are  also  performed  by 
ear,  nose,  and  throat  specialists,  plastic  surgeons,  and  other 
surgeons  of  the  head  and  neck  region.     Because  coverage  of 
services  under  Medicaid  may  vary  from  State  to  State,  payment 
for  services  performed  by  oral  surgeons  is  determined  by  the 
respective  State ' s  Medicaid  Program. 

C .  Podiatrists 

There  are  7,200  podiatrists  in  active  practice.    A  1973  hospital  survey 
showed  that  16.6  percent  (1,089)  of  hospitals  surveyed  provide  podiatry 
services.     A  1969  report  by  the  National  Center  for  Health  Statistics 
stated  that  6  percent  of  all  patients  treated  by  podiatrists  were 
treated  in  hospitals.     There  are  data  on  the  number  of  hospital 
admissions  for  foot  problems,  but  it  is  difficult  to  determine 
which  of  these  were  seen  exclusively  by  podiatrists  since  there 
is  overlap  between  services  provided  by  podiatrists,  orthopedic 
surgeons  and  general  surgeons.     Breakdown  of  admissions  by  admitting 
physician  (podiatrist,  orthopedist  or  other)  is  not  possible  from  the 
data  provided. 

According  to  JCAH  standards,  the  governing  body  of  the  hospital,  upon 
recommendation  of  the  medical  staff,  may  grant  clinical  privileges 
to  qualified,  licensed  podiatrists  in  accordance  with  their  training, 
experience  and  demonstrated  competence  and  judgment.    A  podiatrist 
with  clinical  privileges  may,  with  the  concurrence  of  an  appropriate 
member  of  the  medical  staff,  initiate  the  procedure  for  admitting 
a  patient.     Generally  patients  admitted  for  podiatric  care  are 
admitted  by  the  podiatrist  to  the  Department  of  Surgery  with  the 
written  concurrence  of  a  physician  member  of  the  medical  staff. 
A  physician  member  of  the  medical  staff  must  be  responsible  for  the 
care  of  any  medical  problem  that  may  be  present,  or  may  arise  during 
hospitalization.     The  podiatrist  is  responsible  for  the  podiatric 
care  of  the  patient,  including  the  podiatric  history  and  physical 
examination  and  all  appropriate  elements  of  the  patient's  record. 
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1 .  Medicare  Coverage 

Statutorily  defined  as  a  physician  in  Title  XVIII,  Social 
Security  Act,  the  podiatrist  independently  furnishes  under 
Medicare  necessary  medical  and  surgical  care  for  foot  complaints. 
Routine  foot  care,  whether  provided  by  a  medical  doctor  or  a 
podiatrist,  is  only  a  covered  Medicare  benefit  when  the  patient 
suffers  from  an  underlying  systemic  or  medical  condition.  For 
Medicare  purposes,  podiatrists  may  not  certify  the  medical 
necessity  of  a  hospital  admission. 

2 .  Medicaid  Coverage 

The  same  six  Medicaid  agencies  mentioned  previously  were 
queried  regarding  coverage  of  services  for  podiatrists. 
All  but  one  (Alabama)  stated  that  they  reimburse  podiatrists 
directly.    They  also  stated  that  not  all  hospitals  in 
their  areas  granted  admitting  privileges  to  podiatrists. 

D.     Clinical  Psychologists 

There  are  approximately  2,000  clinical  psychologists  in  full-time 
private  practice  and  about  8,000  in  part-time  practice. 

American  Hospital  Association  policy  adopted  in  1969  recognizes  the 
eligibility  of  clinical  psychologists  for  clinical  privileges  through 
the  procedures  established  in  the  medical  staff  bylaws,  rules  and 
regulations  of  the  individual  hospital.    The  Bureau  was  unable  to 
obtain  specific  data  on  the  number  of  hospitals  that  permit  clinical 
psychologists  to  have  admission  privileges. 

1 .  Medicare 

The  Medicare  program  covers  diagnostic  and  therapeutic  services 
of  clinical  psychologists  employed  by  or  under  contract  with  a 
participating  hospital;  in  this  situation,  payment  is  not  made 
directly  to  the  psychologist.    Medicare  also  covers  diagnostic 
services  performed  by  a  qualified  clinical  psychologist  in 
independent  practice  when  ordered  by  a  physicial,  and  diagnostic 
and  therapeutic  services  performed  by  a  clinical  psychologist 
employed  by  a  physician  when  performed  incident  to  a  physician's 
professional  services.     In  the  latter  case,  reimbursement  is  made 
to  the  physician. 
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2.  Medicaid 

Psychologists  are  recognized  as  independent  providers  of 
psychotherapeutic  services  under  15  State  Medicaid 
plans  at  this  time.    This  means  that  "licensed  psycho- 
logists" are  listed  in  item  6  of  Section  3  of  the  Medicaid 
plans  for  those  States.    Many  other  States  provide  for 
limited  access  to  psychologists  for  testing  and  evaluation, 
or  upon  referral  from  a  physician.    But  in  these  15 
States,  psychologists  enjoy  vendor  status  similar  to  that 
of  podiatrists,  who  are  also  mentioned  in  item  6  of  Section  3. 
Within  the  limits  of  the  State  Medicaid's  plan  for  mental 
health  coverage,  15  States  pay  psychologists  directly  for 
psychotherapeutic  services  in  both  inpatient  and  outpatient 
settings.    These  States  are  California;  Connecticut;  Hawaii; 
Maine;  Minnesota;  Montana;  New  Hampshire;  New  Jersey; 
New  Mexico;  New  York  (except  New  York  City);  Ohio;  Oklahoma; 
Oregon;  Tennessee;  West  Virginia. 

E.    Other  Health  Care  Practitioners 

While  the  Bureau  was  unable  to  identify  additional  health  care 
practitioners  other  than  physicians  who  currently  are  accorded  any 
form  of  short-stay  hospital  admitting  privileges,  it  is  possible 
that  this  may  occur  in  some  areas  of  the  country.     It  is  suggested, 
therefore,  that  PSROs  investigate  such  provisions  within  their 
PSRO  areas  to  determine  if  any  disciplines  not  identified  here 
should  participate  in  the  peer  review  activities  suggested  under 
Part  D  of  the  Technical  Assistance  Document. 
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Background  Information 
Regarding 

Health  Care  Practitioners  Other  Than  Physicians 
Who  Require  Physician  Referral,  Consultation  Request  or 
Medical  Justification  for  Inpatient  Service 

This  group  represents  the  largest  number  of  health  care  professionals 
providing  services  to  all  patients  in  the  nation's  health  care  system. 
Although  precise  numbers  are  not  known,  it  seems  reasonable  to  estimate 
the  numbers  at  no  less  than  one  and  one-half  million. 

1.  Medicare  Coverage 

Covered  inpatient  hospital  services  include  such  health  care 
practitioner  other  than  physician  services  as  nursing,  dietary, 
pharmaceutical  and  medical  social  service  ordinarily  furnished 
by  the  hospital  for  the  routine  care  and  treatment  of  patients 
as  well  as  such  diagnostic  and  therapeutic  services  as  radiology, 
laboratory,  physical,  speech  and  occupational  therapy. 

2.  Medicaid  Coverage 

Inpatient  hospital  services  for  which  payment  is  made  under 
Medicaid  are  generally  similar  to  those  provisions  under  Medicare. 

3 .  Maternal  and  Child  Health  and  Crippled  Children's  Services  Programs 

Under  Title  V,  medical  care  means  "services,  including  services 
in  hospitals,  convalescent  homes,  and  clinics,  and  home  health 
services  by  physicians  and  the  allied  services  of  nurses,  medical 
social  workers,  nutritionists,  dietitians,  physical  therapists, 
occupational  therapists,  speech  and  hearing  specialists,  optometrists, 
technicians  and  other  personnel  whose  services  are  needed  in  the 
maternal  and  child  health  and  crippled  children's  programs."  Section 
51al01(i)   (emphasis  added). 

Hospital  admissions  require  preauthorization  by  the  State  Agency, 
both  for  the  hospital  and  the  practitioner,  i.e.,  for  certain 
conditions  payment  is  authorized  only  for  those  hospitals  and 
practitioners  that  the  State  Agency  determines  have  the 
capabilities  to  deliver  the  services  required.     If  a  patient  is 
admitted  without  this  authorization,  the  State  Agency  generally 
will  not  provide  reimbursement  to  the  hospital  or  practitioner. 
This  requirement  for  preadmission  certification  often  involves  a 
team  effort  including  both  physician  and  the  nonphysician  health 
care  practitioners  involved  in  providing  care  to  the  patient. 
For  example,  leve]-of-care  criteria  for  hospital  admissions  developed 
by  most  Crippled  Children's  Services  Programs  involves  the  input 
of  both  physicians  and  nonphysician  health  care  practitioners. 
Diagnosis  specific  criteria  such  as  those  for  cleft  palate 
surgery  require  that  indications  for  admission  include  evaluation 
by  such  nonphysician  health  care  practitioners  as  speech 
pathologists  and  nurses. 
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therapy,  probably  length  of  treatment,  and 
indications  for  discontinuing  treatment. 

5.     Wisconsin  Regional  Medical  Program  Development 
of  Sets  of  Patient  Health  Outcome  Criteria 
by  Panels  of  Nurse  Experts,  Wisconsin  Regional 
Medical  Program,  Madison,  Wisconsin,  June  1974. 

Criteria-Single  Disciplinary.     Resource  Persons 

1.  Mrs.  Annamarie  Barros,  National  Professional 

Standards  Review  Coordinator,  American  Society 
for  Medical  Technology,  129  Callecita,  Los  Gatos, 
California  95030. 

2.  Mrs.  Cheryl  Capps,  Associate  Director,  National  Health  Division, 

American  Optometric  Association,  1730  M  Street,  N.W.,  #206, 
Washington,  D.C.,  20036. 

3.  Mrs.  Mary  DeMarco,  Director  of  Dietetics,  Cleveland 

Metropolitan  General  Hospital,  3395  Scranton  Road, 
Cleveland,  Ohio  44109. 

4.  Gary  Garrett,  Associate  Director,  Department  of  Professional 

Relations,  American  Physical  Therapy  Association,  1156  15th 
Street,  N.W. ,  Washington,  D.C.  20005. 

5.  Kathleen  Griffin  Ph.D.,  Director,  Clinical  and  Hospital  Programs, 

American  Speech  and  Hearing  Association,  9030  Old  Georgetown 
Road,  Washington,  D.C.  20014. 

6.  Ms.  Dorothy  Hawkinson,  Staff  Associate,  National  Association  of 

Social  Workers,  600  Southern  Building,  15  &  H  Street,  N.W. , 
Washington,  D.C.  20005. 

7.  Ms.  Irma  Lou  Hirsch,  Coordinator,  Implementation  of  Standards  of 

Practice  (PSRO),  American  Nurses'  Association,  2420  Pershing  Road, 

Kansas  City,  Missouri  64108. 
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8.  Mr.  Ralph  Nemir,  Administrative  Assistant  to  The  Executive  Officer, 

American  Psychological  Association,  1200-17th  Street,  N.W. , 
Washington,  D.C.  20036. 

9.  Mrs.  Patricia  Curran  Ostrow,  Special  Assistant,  Division  of  Practice 

and  Continuing  Education,  American  Occupational  Therapy  Association, 
6000  Executive  Boulevard,  Rockville,  Maryland  20852. 

10.    Michael  H.  Stolar,  Ph.D.,  Director,  Professional  and  Scientific 

Services,  American  Society  of  Hospital  Pharmacists,  4630  Montgomery 
Avenue,  Washington,  D.C.  20014. 

D.  Criteria  -  Multidisciplinary.    Resource  Persons 

1.  Ms.  Marlene  Deschler,  L.P.T.,  M.P.H.,  Chief,  Technical  Consultation 

and  Training  Section,  Minnesota  State  Department  of  Health, 
845  Old  Long  Lake  Road,  Wayzata,  Minnesota  55391. 

2.  Lee  Stoll,  R.N.,  Associate  Director  of  Nursing  Service,  St.  Louis 

University  Hospitals,  1325  South  Grand  Boulevard,  St.  Louis, 
Missouri  63104. 

3.  Ellen  Vasey,  R.N.,  Professional  Resource  Associates,  124  Riverview 

Drive,  White  Oak  Farms,  McKeesport,  Pennsylvania  15131. 

E.  Audit  Management  and  Methodology 

Ms.  Elizabeth  Price,  R.R.A.,  Director  of  Professional  Services 


Ms.  Jane  Rogers,  R.R.A.,  State  Liaison  Representative,  American  Medical 
Record  Association,  875  North  Michigan  Avenue,  Suite  1850,  Chicago,  Illinois 
60611 


or 
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